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Gastrostomy tube placement in pregnancy is historically contraindicated due to risk of injury to the developing fetus and exposure
to anesthetic agents. However, in cases where oral nutritional access is severely jeopardized, percutaneous endoscopic gastrostomy
(PEG) tube placement can be a life-saving measure. In this case report and literature review, we present a case of successful PEG
placement in a pregnant woman, followed by a discussion of the existing literature regarding PEG placement during pregnancy.

1. Case Presentation

A 24-year-old woman was found down in cardiac arrest,
hypoxic with agonal breathing. Field intubation was per-
formed by paramedics. (e suspected etiology for cardiac
arrest was thought to be unintentional illicit drug overdose.
She was diagnosed with irreversible hypoxic brain injury
resulting in a permanent vegetative state. During emergency
room assessment, she was found to be pregnant, with the
estimated age of pregnancy as the second trimester. Five
days later, she underwent a tracheostomy and a gastroen-
terology consult was placed for a PEG tube. Abdominal
examination revealed a gravid uterus above the umbilicus.
After discussing the risks, benefits, and alternatives to
feeding tube placement with the patient’s power of attorney,
a 24 Fr externally removable gastrostomy tube was placed
endoscopically using the pull technique. Estimated blood
loss was minimal, and the patient tolerated the procedure
well.(ere was no evidence of damage or injury to the gravid
uterus. (is patient was under close surveillance by the
obstetrics group managing her pregnancy as she stayed in
the hospital for the remainder of her pregnancy due to her
tracheostomy and gastrostomy status as well as her vege-
tative state. Physical examination and obstetric examination

after PEG placement did not reveal any of the following,
which could have represented a complication of PEG
placement: ruptured membrane, preterm labor, vaginal
bleeding, chorioamnionitis, or miscarriage. She success-
fully completed the course of pregnancy and went into
spontaneous labor at week 38. Due to the transverse po-
sitioning of the fetus, initial delivery with forceps was
unsuccessful and emergency C-section was performed. A
healthy, term baby was born with an Apgar score of 8/9 out
of 10 [1]. (e mother was discharged under hospice care
after delivery.

2. Discussion

Historically, performing procedures that require sedation
and instrumentation of the abdominal cavity is not advised
during pregnancy. However, there are circumstances where
surgery or endoscopy is inevitable. We presented a case of
successful PEG placement during the second trimester of
pregnancy without compromising the pregnancy outcome.

Other cases in the literature have reported patients with
PEG tube placement as early as 8 weeks of gestation [2] and
as late as 29 weeks of gestation [3], spanning a range that
covers all three trimesters. Nasogastric (NG) tube
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placement, while less invasive, is a much less sustainable
option over a longer period due to the risks of nasal septal
necrosis [4], chronic sinusitis [5], or accidental or inten-
tional removal by the patient [6]. Laparoscopic gastrostomy
tube placement is a technically acceptable approach in the
second trimester of pregnancy [7]. However, as our center
had the expertise to perform endoscopic placement of
gastrostomy tube, which only requires moderate sedation or
monitored anesthesia care without general anesthesia, the
decision was made to proceed with percutaneous endoscopic
gastrostomy to limit fetal exposure to anesthetic agents in
this case. If the gestational age was in the third trimester of
pregnancy, laparoscopy could have been a safer option due
to a large, gravid uterus.

PEG tube placements in pregnant patients have most
commonly been due to impaired nutritional status because
of hyperemesis gravidarum [3, 8–12] or anorexia [6], as well
as traumatic brain injury through motor vehicle accidents
[13] or intraparenchymal hemorrhage [14]. To date, there
have been no published cases regarding hypoxic brain injury
or suspected drug overdose in a pregnant person necessi-
tating PEG tube placement.

Senadhi et al. described multiple reasons for the hesi-
tance to perform PEG placement in the pregnant population,
especially in regards to the potential to induce premature
labor, damage fetal structures, or result in infection.
However, our case as well as review of the existing data
revealed no adverse effect on pregnancy outcome after PEG
placement, indicating the safety of this intervention in the
setting of compromised nutrition status in pregnant women.
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